in the jejunum, when the older method of the anastomosis was used. There have been no other secondary operations. Only one case has had any symptoms of digestive discomfort since. The patient was a young lady from whom I removed the stomach for a chronic ulcer of the lesser curvature, and from whom also I removed a group of tuberculous mesenteric glands. Since the operation intermittent attacks of diarrhcea have occurred with temporary wasting. This is the only unsatisfactory case in the series; in none has there been the development of carcinoma or a return of ulceration. In the same period I have operated upon 651 cases of duodenal ulcer with three deaths.
Mr. JAMES SHERREN, C.B.E.
[This contribution to the Discuasion is printed in the Lacncet, February 11, 1922, p. 278.1 Sir W. H. WILLCOX, K.C.I.E., C.B., C.M.G., M.D. It is difficult to formulate rules for the treatment of gastric ulcer since each case presents individual features in regard to its history and clinical symptoms. It is in accordance with these that the line of treatment is laid down, so that no two cases will be treated in an exactly similar way. Except in those very acute cases such as perforation or almost complete pyloric obstruction, where immediate surgical measures are imperative if life is to be saved, it may, I think, be accepted that a careful course of treatment should be carried out on medical lines. This may in some cases result in the healing of the ulcer and the cure of the patient, but even if the treatment does not achieve this object, if carefully conducted it will undoubtedly place the patient in a more suitable condition for undergoing surgical treatment afterwards.
Early Cases.-In a case in which the diagnosis has been established by the methods so fully discussed at the previous meeting of the Section, if the history shows a duration of symptoms of a few weeks only there is a reasonable prospect of cure by medical treatment. Dr. Spilsbury's contribution was encouraging in this respect, for he laid stress on the frequency of well marked evidence of the healing process in cases of gastric ulcer seen in the post-mortem room.1
The following line of procedure has been found by me to be most satisfactory:
(1) Complete Rest in Bed.-Regular feeds every two hours of 6 oz. of citrated mnilk, to which is added 20 gr. of bicarbonate of soda. The citration of the milk is effected by adding 1 gr. of citrate of soda to each ounce of milk -over-citration is to be avoided since it may predispose to hamorrhage.
(2) The first important part of the treatment is the removal as far as possible of sources of infection from the mouth. A careful examination of the teeth should be made and those obviously septic should be extracted. All carious teeth and those showing evidence of pyorrhea should be removed. In my experience oral sepsis is the most importm*t-ause of gastric ulcer and in cases in which the gums and teeth are to M al appearaes healthy, a careful X-ray examination frequently reveals preso of ical dental infection in the shape of apical dental granu l or even Aesses. In all cases an X-ray examination of the teeth sh -Ib.e n=A, nd teeth showing evidence of being sources of infection should be removed. It is well that such teeth should be submitted to a bacteriological examination, care being taken to prevent external contamination as far as possible. In these teeth evidence is almost always obtained of the presence of streptococci other than those which are the inhabitants of the healthy mouth. Since oral sepsis as a causative factor in gastric ulcer is generally accompanied by a like infection of the intestinal tract it is advisable that daily Plombieres colon irrigation should be carried out for a few days, and a bacteriological examination made of the intestinal washings. In many cases an abnormal preponderance of pathogenic streptococci will be found. A combined vaccine of the streptococci from the mouth and intestines may be made with advantage and reserved for use if required. When the mouth has been set in order and the colon irrigations have been carried out for a few days, the following method of treatment is advisable: (3) Diet on the lines laid down by Lenhartz has been found most satisfactory, and coupled with this a mixture containing bismuth carbonate 20 gr., magnesium carbonate 10 gr. with 40 gr. of bicarbonate of soda given an hour after food. To the mixture glycerine of carbolic acid 5 to 10 minims may be added with advantage for its antiseptic properties, and in cases of hypersecretion tincture of belladonna in 5-minim doses should be added. targe doses of alkalies must be given in order to 'be effective and they should be repeated at four-hourly intervals.
In this connexion may be mentioned a case of pyloric ulcer in a mlledical man whom I saw twelve years ago. He had had three severe attacks of hEematemesis and melEena, at intervals of a few months, from a pyloric ulcer, and in consequence of this I advised operation; but in the interim he was to take a mixture of bismuth carbonate and sodium bicarbonate in large doses three times a day. The patient was very averse to operation and said to himself, " if the medicine is really effective surely it should be taken at night as well as by day," so he took the medicine every four hours, day and night, for three weeks. He made a complete recovery without operation and has been well ever since.
In my experience medicinal treatment on the lines laid down above usually results in apparent cure in early cases.
Recurrent Cases. It is very common to meet with cases in which several attacks of gastric symptoms have occurred, each lasting several weeks or months. In such cases a course of treatment on the lines laid down should be carried out, but if when the patient has reached the full dietary on the Lenhartz method symptoms should still recur surgical treatment is advisable.
Hzemorrhage. In cases of gastric ulcer in which the diagnosis has been established (I am not referring to cases of gastrostaxis or hamatemesis from causes other than gastric ulker}, the usual remedies for the arrest of haemorrhaAge should be given, including serum injections. It is advisable in my experience to withhold all food by the mouth except occasional teaspoonful sips of hot water or a little ice. Normal saline should-be given per rectum every four to six hours, as much as can be retained, to which may be added 2 per cent. of glucose. Five days after the hamorrhage has ceased the Lenhartz diet should be given. [These contributions to the Discussion are printed in the Lancet,. February 11, 1922, pp. 269, 278.] 
